to make all sorts of recognitions and qualifications. As T S Eliot said: 'Human kind cannot bear very much reality.' Some can bear very little reality. It is quite clear that deep down a great many people do not want to know and indeed there appears, as you all know, to be an astonishing capacity for imperception of the truth about ourselves. I recall another friend of mine, an elderly man slowly dying of cancer, whose sonin-law said: 'He appears to have forgotten that he has cancer.' That is part of the defence that we all have in situations like this, in coming to terms with it. The last thing in the world one is advocating is that the truth should be forced upon people. We must accept their freedom to accept and to refuse the truth.
I am still left with where the onus lies. It is not a simple issue. The real questions are: How do you tell the truth? When do you tell the truth? By whom is it to be told? To whom is it to be told? Anything that is hurtful or casual or brutal is clearly excluded. This makes the situation from my experience particularly difficult in hospitals because this is essentially a function of personal relationships and so many of the relationships in hospitals are inevitably of a short-term nature and are remote or casual. I remember very well being at the receiving end of such information once when I was casually told by the house surgeon that my wife had a fifty-fifty chance of recovery. This I found to be a shattering experience. It was no doubt probably absolutely true and I would not have been shielded from it but on the other hand the way in which it was told, without any intention, I am sure, on the part of the person concerned, was pretty devastating.
This does involve an honesty both about what we knowand we have to qualify any of the statements we make by the ignorance in which we may make themand also an honesty about what we feel and a sensitivity to the relationship. Having said this, I feel I must end by putting the onus squarely on the side of telling the truth rather than withholding it.
All of us as patients have a double attitude towards doctors. Our attitude is one of enormous respect and trust, but also of niggling suspicion that they are engaged in some sort of conspiracy to withhold the truth or at any rate to treat one as a person who cannot be expected to understand. I remember so well as a child being infuriated that I was never allowed to look at the thermometer to see what my temperature was. I never discovered what good it did; it merely seemed to make me suspicious of the doctors or nurses who did not want me to know. I used to sneak to the bottom of the bed and look at my temperature chart when no one was looking.
What I would look for more than anything else in my doctor would be a preparedness to be absolutely honest and truthful with me. As soon as I got the impression that he was being evasive or equivocating or withholding something, even if it was, as he thought, for my good, my suspicions would be aroused and I suspect that in that situation a healing relationship would become progressively more difficult. A priest who has been trained for this situation knows, perhaps more than a doctor, that how one tells a patient the truth about himself makes tremendous demands upon both. It is a great burden that is laid upon us but one which I feel we must nevertheless accept.
Dr Colin M Parkes
(Ta,vistock Institute for Human Relations, London) I do not question the patient's right to know or his right not to know, but I do insist upon my rightno, my responsibilityto ensure that knowledge of dreadful import is communicated in a manner which will do as little harm as possible to my patient and his family.
The important question to my way of thinking is not: 'Should the doctor tell ?', but: 'How should the doctor tell and when?' Because of our human capacity to anticipate events we often have the opportunity to prepare ourselves for what is to come. This means that we can often mitigate the shock of a traumatic occurrence by gradually coming to terms with it in advance.
In a recent study of 68 young American widows and widowers who were interviewed at intervals after bereavement, there were 24 who had had little advance warning that their husbands or wives were going to die (Parkes et al. 1973) . Their reaction to bereavement was much more severe and prolonged than those who had had adequate warning. Even two, three or four years later these men and women were significantly more depressed, more anxious, self-reproachful and coping less well with financial and other responsibilities than those who had had at least two weeks warning that death was likely to occur and at least three days' warning that it was imminent. It seems, therefore, that advance warning of an approaching death is important to the mental health of survivors.
The American psychologist Irving Janis (1958) has coined the term 'worry work' for the anticipatory worrying which we do in advance of critical life events such as surgical operations. He believes that worrying is an important part of the process of preparing ourselves for such events and it may be that a bereavement is less easy to tolerate if we have not had the opportunity to worry about it beforehand. Janis terms this 'emotional inoculation' and lists its four components. These are, first, an appropriate fear or vigilance (but not panic); second, seeking aid with appropriate ways of minimizing danger; third, seeking information about sources of help through periods of danger; and, fourth, developing a realistic view of the abilities of medical and nursing staff to alleviate pain, distress, &c. Several workers have attempted to put these recommendations into practice by giving anticipatory guidance at times of stress. Thus, Lazarus & Hagens (1968) have reduced the incidence of postoperative psychosis in 21 patients undergoing open heart surgery by comparison with a control group, and Egbert and his colleagues (1964) showed that the need for analgesic drugs can be halved and the duration of the recovery period in hospital can be significantly reduced if patients are adequately prepared for surgery by being told what to expect and by being told what they can do about pain and other symptoms which may arise afterwardsin other words, by being given a realistic view of the situation.
Carpenter et al. (1968) showed that mothers prepared for their first childbirth by talking with medical students about the process in a series of interviews through pregnancy required less painrelieving and tranquillizing drugs and were less worried during the labour itself than mothers who had not been prepared in this way.
The implication of these studies is not that everyone should be told everything always, but that anticipatory guidance with the giving of appropriate information in a manner which enables a person to prepare himself for a particular stress is not just a matter of right, it is good medical practice too.
Many of our patients and many of their relatives are going through major crises in their lives, crises in which they must give up one set of assumptions about the world and begin to build new ones. This process is intensely painful and time-consuming. It takes a long time to 'know' what it means to be a widow; it takes a long time to prepare oneself to die. The 'truth' about such matters is not to be discovered in a moment. I would like to suggest that it cannot, or should not, always be told in a moment. I am not suggesting that we should actively mislead our patients or their families but that we should attempt to tell them the truth in such a way that they are capable of believing the truth, of taking it in and of making appropriate use of it.
Sir Edmund Davies and Dr Robinson have mentioned the customary defences which patients adopt in order to cope with feelings which threaten to overwhelm them. It is important for us to respect these defences in the sense that we resist the temptation to force the truth upon our patients when they are quite unable to accept it. But we should try to create for the patient a setting in which it is possible for him to come to terms, in his own time, with the true situation. I fully appreciate Dr Robinson's concern about the difficult position in which the doctor places the family when he instructs them not in any circumstances to tell the patient the truth. I cannot think of a single patient of whom I could confidently say that he would never be ready to know the truth although there are many to whom I would not tell the whole truth at one meeting. We need to take time. Time spent in telling the truth is, I believe, time well spent. It would be difficult to pull the wool over Dr Robinson's eyes unless he wanted me to do just that. I hope that I am doctor enough to know how much truth he would be ready to know at a particular time.
Finally, we must accept that we do not always know the truth. In a recent study (Parkes 1972 ) I asked a number of doctors and nurses to tell me how long they thought their patients had to live. These were mostly patients with terminal cancers who had a short prognosis. Subsequently I was able to compare the estimates made by these doctors and nurses with the patients' actual length of survival. The association was very poor. Over half the predictions were more than 50% out. Furthermore, 85 % of the incorrect predictions were in an optimistic direction. These doctors and nurses regularly expected their patients to survive longer than in fact they did. They were surprised to find out how inaccurate were their predictions.
In a situation such as this the lesson to be learned is that we should be careful about making predictions of survival because if we allow ourselves to do so we shall probably turn out to be wrong. There will always be those cases -the so-called 'miracle cures' -in which, with the best will in the world, doctors will turn out to be wrong. Even when, therefore, one is most confident of a fatal prognosis it would be wrong to remove from the patient's mind all hope that some kind of cure might one day be possible. Truth is often stranger than fiction.
